subjects would be as likely to have the testing if named reporting or partner notification were in effect, we observed actual behavior rather than intent.
The population in question, pregnant women, also varied markedly from other high-risk groups. As a whole, pregnant women in the capture area of the target hospital were indeed well informed about the changed legislation. We can be confident of this fact because signed informed consents acknowledging the new legislation were received from over 90% of the pregnant women. It was not the intent of our study to speculate on the mechanism by which named reporting and mandatory partner information would discourage women from obtaining prenatal care. Our study was not designed with an interview component that could capture this information.
Finally, Birkheard et al. quote statistics that show that the rate of acceptance of HIV testing among women in prenatal care increased during this time frame, and that rates of no prenatal care in both HIV-positive and HIV-negative women decreased. We would welcome publication of the New York State data cited. Differing methodologies and populations that may explain the discordant results could be very illuminating. Our data were population based. They were obtained by retrospective chart review by professional abstractors. Acceptance of HIV testing was confirmed by verification of laboratory data for all consenting patients. Charts of patients without documented HIV testing were reviewed. Refusals of HIV testing, prenatal care without HIV counseling, or the absence of prenatal care were documented. Furthermore, acceptance of HIV testing and receipt of prenatal care were verified by the first author.
Thus, our data source is likely significantly different from the data source used by the New York State Department of Health. We reviewed all of the charts for patients who delivered at our institution during a specific time frame. Thus, we had access to the prenatal information as well as the laboratory data.
One source of the New York State Department of Health data may be metabolic screening slips filled out at the hospital at the time of the delivery. If the mother's prenatal record cannot be found at the time of admission to the hospital, the hospital checks off an option on the form that leads to rapid testing even if the patient, in fact, had HIV testing performed and was documented as HIV negative on her missing prenatal records. In our study, we found more patients, particularly in the early implementation phase, who were rapid tested due to documentation issues rather than actual refusal of HIV testing. Since this was such a strong confounder, we went to great lengths to verify which patients actually had obtained outpatient testing. Thus, poor prenatal summary practices or documentation issues might account for differences in the findings.
Second, the nonreceipt of prenatal care was abstracted and verified directly from patient charts. It is possible that the New York State Department of Health cites their prenatal care information from the electronic birth certificate, which, as a secondary source, may be more subject to documentation problems and errors.
